ABSTRACT Three patients are described who presented to their doctors with a history of coughing up pieces of tissue. These took the form of large bronchial casts and consisted of intrabronchial deposits of clear cell carcinoma. In one patient the pulmonary symptoms preceded the finding of a primary renal carcinoma by four years. The other two patients had undergone nephrectomy for renal carcinoma 13 and four years previously. Expectoration of intrabronchial tumour should alert the physician to the possibility of metastasis from clear cell carcinoma of the kidney.
In thoracic medical practice it is rare for a patient to present his doctor with the material from which a histological diagnosis can be made without the need to submit to biopsy. We describe three such patients, all of whom expectorated tumour tissue and all of whom had intrabronchial metastasis from renal carcinoma.
Case reports PATIENT 1 A previously healthy 34-year-old man was admitted to hospital in July 1969 with right-sided pleurisy, cough, and dyspnoea after an influenzalike illness. On three separate occasions he had expectorated pieces of "pink meaty tissue" approximately 1 cm long. His chest radiograph showed a small right pleural effusion and opacities in the right lower zone thought to represent mucoid impaction. Bronchoscopy The most striking feature of all three patients was the expectoration of tumour tissue, which was often in the form of ragged bronchial casts. This is the-only condition in our combined experience in which casts of such size have been coughed up. Pulmonary metastases occasionally cavitate and the necrotic material may be expectorated, but in our patients the tumour was actually growing up the lumina of bronchi. We assume that the tumour must have been deposited in the bronchial walls by dissemination in the blood via bronchial or pulmonary arteries, and that growth within aircontaining spaces was more easily achieved than growth within solid tissues. It appears that in all cases, in view of the prolonged survival, the body defences and the tumour survival characteristics were finely balanced. It is conceivable that once in bronchial lumina, the tumour cells could have spread by aspiration to other parts of the airways, as has occasionally been shown in experimental animals. 3 4 Gerle and Felson in 1963 described seven patients with intrabronchial metastasis from renal carcinoma.5 Four of these patients presented with pulmonary symptoms and died of pulmonary and bronchial metas:ases, and one expectorated tumour tissue. These authors also reviewed 10 other reported cases of bronchial metastases from hypernephroma, in two of which tumour expectoration occurred. 7 They also made the point that the mean time between nephrectomy for the primary tumour and presentation with bronchial symptoms was almost five years in the 10 reported patients who presented in this sequence.
A feature of two of our patients was a febrile illness lasting several days before the tumour was expectorated. Such symptoms are frequently present in patients with renal carcinoma but in our cases they were relieved by production of the tumour. It seems likely that these symptoms were caused by infection distal to the tumour, though they could have been related to necrosis of tumour cells.
While multiple endobronchial metastases are seen occasionally, they usually occur as small discrete foci, often from primary bronchial or alveolar cell tumours. Laryngeal and basal cell carcinoma have also been described as spreading in this way.8 9 Large tumour masses growing loosely in the bronchi and able to be expectorated must be exceedingly rare. When they do occur, our experience and review of the literature suggest that microscopy is likely to show them to contain the large clear cells of renal carcinoma. 
